Aspects of Sexual Medicine
Some of the Commoner Sexual Disorders I. Problems Mainly Affecting the Male R. W. TAYLOR British Medical Journal, 1975, 2, 739-741 Clinical Presentation
It is convenient to consider sexual problems according to their initial clinical presentation. They fall naturally into problems affecting primarily the male partner and those affecting primarily the female partner. When it comes to dealing with patients, however, it is a fundamental principle that both partners may be concerned in the aetiology of the disorder and both must be involved in treatment. It is a truism that there is no such thing as an uninvolved partner in any marital problem. Diagnosis and treatment rest on prolonged interviews with both partners. Often they are seen separately at first, but eventuaUy the interviews are between couple and therapist.
The incidence of sexual disorders in any community is difficult to compute because many remain undisclosed. There is a further difficulty because couples who present for treatment largely select themselves. In some reported series the couples who elect to seek help are the most educated and articulate members of the community. In others, where the cost of therapy is considerable, only the wealthier and thus almost by definition the middle-aged members of society are included. The attitude of society to sexual disorders is also important. Where sexual performance is an everyday topic, couples who think their achievement falls short of the average may seek advice. In other societies where sexual topics are rarely discussed only the most serious problems come to light. Finally the level of expectation is important. For example, in a previous generation in our own society women's expectation of enjoyment of intercourse was very restricted. Personal interrogation of women of middle and working class now aged As with most sexual problems the most important therapeutic factor is the will of both partners to correct the situation. Frequently it has existed for several years before advice is sought. The sexual history must include an analysis of how each partner developed their attitude to sex, marriage, and pregnancies, as well as their first experiences together. This will often show the reason for the development of the abnormal pattern and will in itself be therapeutic, in that during conversations a more helpful attitude to the sexual relationship can be suggested to both partners.
Discussion with Therapist Practical and specific advice includes suggestions for positioning and manipulation of the glans penis by the woman. Often the female-superior position after an appropriate period of love play will itself suffice to delay ejaculation long enough for the woman to achieve orgasm. If not, firm squeezing of the glans between the woman's finger and thumb just before the rhythmic contractions of the urethral musculature begin, will inhibit ejaculation and allow the love play to continue. By repeating this manoeuvre once or twice sufficient stimulus can usually be achieved to bring the woman nearer to orgasm before final penetration and emission occur. Obviously the woman must have some understanding of the degree of sexual tension achieved by her husband. Only he can communicate this to her, but by discussing this problem with a therapist the couple can usually be brought to an understanding of what is happening.
Drug therapy can be helpful in dealing with premature ejaculation but should never be used to the exclusion of the type of approach outlined above. It is important that the couple correct the attitude which has resulted in the abnormality rather than become dependent on the support of drugs. Reserpine in low dosage, such as 0-1 mg per day, will effectively delay ejaculatory response without having any serious effect on the blood pressure. Whatever the mode of therapy, the prognosis for the effective treatment of premature ejaculation is good. The most important feature may be the recognition of the couple themselves that they have a problem.
Ejaculatory Failure
Here we are dealing with the reverse of premature ejaculation.
There is an inability to ejaculate though there is no difficulty in obtaining an erection and maintaining it long enough to achieve satisfactory penetration of the vagina. The failure may be total or it may be that ejaculation can be achieved by masturbation or with a different partner. After repeated failure to ejaculate, it is not unusual for secondary impotence to develop. As this makes the likelihood of successful therapy more remote, the earlier adequate treatment is made available the better.
As with premature ejaculation the most important element in treatment is the analysis of the sexual histories of the couple concerned. Frequently-in about half of all cases in my experience-instruction of the man on sexual matters during childhood was strongly prohibitive. Sometimes there is apparently a religious basis for the negative attitude. However, this problem is neither common to people of strong religious views nor confined to them. One particularly intractable problem I have had to deal with concerned the son of an unmarried mother of no religious persuasion. Resenting her own situation she had made such a deep impression on her son that he regarded the idea of intravaginal emission with distress. Occasionally one finds dislike or even total rejection of a partner which appears to account for failure to ejaculate intravaginally. In these few cases the concern of the couple may be their BRITISH MEDICAL JOURNAL 28 JUNE 1975 inability to achieve a pregnancy, desired for family or More commonly secondary impotence is a consequence of a complex of physical, social, and psychological factors. It is most frequently seen in those of middle age, under stress, socially and financially successful. Cultural elements are important because the greater the demand for male excellence in performance the higher is the rate of secondary impotence. Overwork, physical and mental strain, and alcoholic episodes are usually found when the analysis of the problem takes one back to its origin. Frequently there has been marital disharmony for some time, perhaps connected with business problems, perhaps going back further. Certainly it is common to find that premature ejaculation and failure of the wife to achieve orgasm over many years has been a feature of the marriage. Probably because of the underlying disharmony the results of failure to achieve erection are magnified. Anxiety to avoid further failure makes it only more likely, and if the help of alcohol is sought further failure is virtually assured. The more frequent the failure the more critical the partner, and the worse the situation becomes. Compounding the difficulty is often a wife's fear of her husband's infidelity, and in some circumstances his own seeking of reassurance about his sexual abilities outside marriage.
In spite of the daunting nature of these problems, secondary impotence of this type can almost always be dealt with. Analysis of the problem with the couple, resolution of their underlying fears, shedding of business cares at least for a time, and above aU the discouragement of the man from a constant analysis of his performance offer the real prospect of restored potency and marital happiness.
